SUNL 11,2081 4123PM

NO. 949 P.2

Early and Periodic Screening Diagnosis and Treatment

TRACKING FORM

2-4 DAY

TO BE FILLED IN BY OFFICE STAFF:

Last Name First Name AHCCCS D D.0.B. Age
Primary Care Provider Date of Examination Health Plan Name
Birth Wt. Weight Percentile ’ Height Percentils Head Clrcumference Perzentle
TO BE FILLED IN BY PROVIDER
INITIAL RISTORY .
Was history form completed? [ ) Yes [ 1 Neo
Is a 2nd newborn screening (PKU, etc.) necessary? [ ] Yes. {1 No
Was Hepatitis B given in the hospital? [ ] Yes [ ] No
NU'!'R!TIONAL ASSESSMENT [ ] Breast Feeding [ ] Formula (type)
Supplements: [ ] Fuoride [ ] Vitamins { 1 kon

SENSORY ASSESSMENT Vision: Within normal limits? [ ] Yes ] No, Refer

Hearing: Within normal lirmnits? { ] Yes 1 No, Refer
DEVELOPMENTAL ASSESSMENT Age appropriate? [ ] Yes ] No

Are the following normal?

Yes No

Skin -

Head .
Eyes (red reflex)
Ears

Nose
Mouth/Throat
Nodes :
Heart

Lungs

Abdomen (cord) '
Rectum -

Fem. Pulse

Ext. Gen.

Hip Abduc.
Extremities
Spine

Neure

Other

Follow-up needed?
IMMUNIZATION ASSESSMENT

Did this child receive all immunizations due today?
Is there a current immumization record in the medjcal chart?

COMMENTS, ASSESSMENT & PLAN ’

[ ] Y= [ ] No
[]Ys [ ] No
[] Ys [] No

ANTICIPATORY GUIDANCE

}REFERRALS

[ ] Good parenting practices { ] Closeness with the baby [1C

[ ] Postpartum adjustment. [ 1 Individuality of infants [ 1WI

[ ] Infant care/sleep positioning { ] Breast/ Bottle feeding [ ] Spedalty
[ 1 Injury prevention [ ] Signs of Nlness [J]o

Next scheduled visit

Cliniclan Name

Clinician Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)?

[] Yes [ ] No
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tarly and Periodic Screening Diagnosis and Treatment

TRACKING FORM
BY 1 MONTH

TO BE FILLED IN BY OFFICE STAFF:

Last. Name First Name AHCCCS ID D.0.3. Age
Primary Care Provider ' Date of Examination ' Health Plan Name
Birth Wt. ‘Weight - Percentile Height Percentile Head Circumnference Percentile
TO BE FILLED IN BY PROVIDER
HISTORY INITIAL/INTERVAL . .

‘Was history form completed? [ ] Yes [ 1 No

- Was HepatitisBgiveninthehospital?l [ ] Yes [ ] No
NUTRITIONAL ASSESSMENT [ ] BreastFeeding [ ] Formula (type)

Supplements: [ ] Fluoride [ ] Vitamins { ] Iron
SENSORY ASSESSMENT = Vision: Within normal limits? I 1 Yes [ 1 No, Refer
Hearing: Within normal limits? [ ] Ye I ] No, Refer
DEVELOPMENTAL ASSESSMENT Age appropriate? [ 7 Yes [ 1 No

Responds to sounds, respands to parent’s face and voice, follows with eyes,
(If suspicious, do specific objective testing) Assessment Tool (name)

rovsea o coumins wsrsswin e
Are the following normal? »

Yes No
Skin

Head

Eyes (red reflex)
Ears ( symmetrical)
Nose
Mouth/Throat
Nodes

Heart

"Lungs
Abdomen

Fem. Pulse

Ext Gen.

Hip Abduc.
Extremities
Spine

Follow-up needed? : [ ] Yes [ ] No
IMMUNIZATION ASSESSMENT

Did this child receive all immunizations due today? 11 ]
Is there a current immunization record in the medical chart? [ ] Ys [ ] No

ANTICIPATORY GUIDANCE ReeerRALS |

LAB/SCREENING

Het./Hgb.

[ ] Injury prevention [ ] Infant Development [ ]CRS

[ ] Sleep practices [ ] Time to call the doctor { ] wic

[ ] Sleep positioning [ ] Infant care [ ] Specialty

[ ] Bladder and bowel habits [ ] Plans for next visit [ ] Other

[ ] Nutrition -

Next scheduled visit Clinician Name Clinician Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)? . [ ] Yes [ 1 No N




JUN.11.2881  4:24PM . ] ; NO. 349 P.4

Early and Periodic Screening Diagnosis and Treatment

TRACKING FORM
2 MONTHS

[TO BE FILLED IN BY OFFICE STAFF.

Last Name First Name AHCCCS'ID D.O.B. Age
Primary Care Provider : Date of Examination Health Plan Name

Birth Wt. Welght Percentile Height Pesrcentile Head Circumference Percentile
TO BE FILLED IN BY PROVIDER

HISTORY INITIAL/INTERVAL

Comments

NUTRITIONAL ASSESSMENT [ ] BreastFesding [ ] Formula (type)

Supplements: [ ] Fluoride [ ] Vitamins [ ] Iron
SENSORY ASSESSMENT  Vision: Within normal Hmits? [ ] Yes [ ] No, Refer ‘
) Hearing: Within normal limits? [ ] Yes [] No, Refer .
DEVELOPMENTAL ASSESSMENT Age appropriate? [ 1 Yes [ I N !

Vocalizes reciprocally, smiles responsively, attentive to voices, when prone-lifts h.ead neck, upper chest,
(If suspicious, do specific objective testing) Assessment Tool (name)

m COMMENTS, ASSESSMIEENT & PLAN
Are the following normal? :

Yes No ,

Skin

Head

Eyes (red reflex) -
Ears ( symmetrical)
Nase
Mouth/Throat
Nodes

Heart

Lungs

Abdomen

Fem. Pulse

Ext. Gen,

Hip Abduc.
Extremities
Spine

Neuro

Other

4

Follow-up needed? . : [ ] Yes [ ] No

Did this child receive all immunizations due today? []1 Ys [ ] No
Het./Hgb. Is there a current immunization record in the medical chart? [ ] Ys { ] No

il ANTICIPATORY CUIDANCE . REFERRALS

[1] [ 1} Family relationships []
[ 1] [ 1 Other child care providers [ 1 WIC
[ ] Sleep poslt:omng/practices [ ] Talk to baby []
[ 1 Fever education { ] Pacifiers, bottle tooth decay []

Next scheduled visit . Clinician Name Clinfcian Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)? [ ] Yes [ 1 No ) J




TUN. 11.2081 4:24PM : _ NO.

Early and Periodic Screening Diagnosis and Treatment
TRACKING FORM

4 MONTHS

TO BE FILLED IN BY OFFICE STAFF:

Last Name First Name AHCCCS ID D.OB.. Age
Primary Care Provider ] Date of Examination Health Plan Name
Birth Wt. Weight Percantile Height } | Percentile Head Circumference Percentile
[TO BE FILLED IN BY PROVIDER ' —
HISTORY INITIAL/INTERVAL T z
Comments
NUTRITIONAL ASSESSMENT [ 1 Breast Feeding [ ] Formula (type) P
Supplements: [ ] Fluoride [ 1 Vitamins [ 1 Iron [ ] Solids . R
SENSORY ASSESSMENT  Vision: Within normal limits? ] Yes [ ] No, Rafer
Hearing: Within normatl limits? { ] Yes [ ] No, Refer ‘
DEVELOPMENTAL ASSESSMENT Age appropriate? (1 Yes { 1 No

Babbles and coos, when prone-holds head erect and raises body on hands, rolls over from prone to supine, grasps rattle,
controls head well (If suspicious, do specific objective testing) Assessment Tool (name)

COMMENTS, ASSESSMENT & PLAN

Are the following normal?
Yes No

Skin

Head

Eyes (red reflex)
Ears ( symmetrical)
Nose
Mouth/Throat
Nodes

Heart

Lungs
Abdomen

Fem. Pulse

Ext. Gen.

Hip Abduc,
Extremities
Spine

Neuro I-‘ol]ow-ﬁp needed? : [ ] Ys [ ] No
Other i

H Did this child receive all immunizations due today? [ ] Yes [
ct./tigh. Is there a current immunization record id the medical chart? {] Ys [ ] No

ANTICIPATORY GUIDANCE REFERRALS

[ ] Injury prevention [ 1 Slesp positioning I
[ 1 Choking, aspiration [ 1 Thumb sucking [
[ 1] i [ ) Baby-proof home [
{1 [ ] Appropriate child care providers [

T
Solid foods

] CRS

1 wic

] Specialty
] Other

Next scheduled visit Clinician Name Clinidan Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)7 - [ 1 Yes [ 1 No




JUN.11.2001 © 4:25PM NO. 949 P.5

Larly and Periodic Screening Diagnosis and Treatment

IRACKING FORM
6 MONTHS

TO BE FILLED IN BY OFFICE STAFF:
Last Name First Name AHCCCS ID D.O.B. Age
Primary Care Provider Date of Examination Health Plan Name
Birth Wt. Weight Percentile Height Percentile Head Circumference Percentile
TO BE FILLED IN BY PROVIDER —
HISTORY INITIAL/INTERVAL T ‘
Comments
NUTRITIONAL ASSESSMENT [ ] Breast Fesding [ 1 Formula (type) P :
Supplementss [ ] Fluoride [ ] Vitamins [ ] hon [ ] Solids :
SENSORY ASSESSMENT Vision: _Within nonmal limits? [ ] Ys [ ] No,Refer R |
Hearing/Speech: Within normal Umits? { ] Yes { 1 No, Refex '
DEVELOPMENTAL ASSESSMENT Age appropriate? [ ] Yes [ 1 No
Vocalizes single consonants, “dada”, rolls over, no head lag when pulled to sit, sits with support, transfers small objects hand
to hand. (If suspicious, do spedific objective testing) Assessment Tool (name)

COMMENTS, ASSESSMENT & PLAN

Are the following normal?
' Yes No

Skin

Head

Eyes

ENT

Teeth
Nodes
Heart "
Lungs
Abdomen
Ext. Gen,
Extremities
Spine/Neuro

Hgb. or Het.

| - |
{

Follow-up needed? . : [ ] Yes [] No
[

Did this child receive all immunizations due today? ‘
Is there 3 current tmmunization record in the medical chart?

ANTICIPATORY GUIDANCE | REFERRALS

Low

Lead Screen: Verbal Risk

[ ] Injury prevention - [ ] Teething I ]CRS

[ ] Cup, finger foods { 1 Poisons - ipecac (1 wiC

{ ] No bottle in bad [ ] Nutrdtion [ ] Spedialty

[ 1 Pool & tub safety [ ] Sleep positioning [ ] Other

Next scheduled visit Clinician Name Clinjcian Signature

Was -this daim coded as an EPSDT Visit (HCFA-1500)7

[ ] Yes [ ] Neo




JUM. 1L.ckwl 41 25PM NS4S F.0

Early and Periodic Screening Diagnosis and Treatment

TRACKING FORM
2 MONTHS

[TO BE FILLED IN BY OFFICE STATE.

Last Name ' First Name . | AHCCes - D.O.B. ' AGE
P:imaryCax:vaide: ' ’ Date of Examination Health Plan Name
Birth Wt. Weight ‘ Percentile Height . Percentile Head Circumference Percentile
TO BE FILLED IN BY PROVIDER .
HISTORY INITIAL/INTERVAL T
Comments :
' P

NUTRITIONAL ASSESSMENT [ ] Breast Feeding [ ] Formula (type) [ ] Whole Milk .

Supplements: [ ] Fluoride [ ] Vitamins [ ] Iron [ ] Solids R
SENSORY ASSESSMENT Vision: Within normal limits? [ 1 Yes [ ] No, Refer -

Hearing/Speech: Within normal limits? [ ] Yes { 1 No, Refer

DEVELOPMENTAL ASSESSMENT Age appropriate? [ 1 Yes {1 No

Responds to own name, understands a few words, "no-no” “bye-bye”,- may say “mama” or “dada” nonspecifically, crawls, sits
independently, may pull to stand (If suspicious, do specific objective testing) Assessment Tool (name)

COMMENTS, ASSESSMENT & PLAN

Are the following normal?
Yes No

'

Skin
Head 1 ' !
Eyes '
ENT

Teeth

Nodes

Heart
'Lungs
Abdomen
Ext. Gen.
Extremitias
Spine/Neuro

Hgh./Het. Simism

High| Low

<up needed? . Yes No
Lead Screen: Verbal Risk Follow-up ed {1 (1]

Yes | No X N .
Lab Lead Screen Did this chﬂdrecuveaunnmunizahonsduetoday? - [ ] Yes [ ] No

Is there a current immunization record in the medical chart? [ 1 Yes [ ] No

ANTICIPATORY GUIDANCE REFERRALS

[ ].lnjuryprevenuon : [ ] Talktochild [ 1
1 Good parenting practices [ ] Self-feeding [ ]

[ 1 Baby-proof home, pool [ ] Sleep practices []
[]

[ ] Nutrton

Next scheduled visit Clinician Name Clinidan Stgnature

Was this claim coded as ap EPSDT Visit (HCFA-1500)7 [ ] Yes [ ] No




JUN. 11,2881 4: 25PM ND.S45- © P.&

Early and Periodic Screening Diagnosis and Treatment
TRACKING FORM

12 MONTHS

TO BE FILLED IN BY OFFICE STAFF:

Last Name Flrst Name AHCCCS ID D.0.3. Age
Primary Care Provider Date of Examination Health Plan Name
Birth W, © | Weight Percentile Height Percentile Head Circumference Percentile
TO BE FILLED IN BY PROVIDER :
HISTORY INITIAL/INTERVAL T
Comments : ‘
NUTRITIONAL ASSESSMENT [ ] BreastFeeding [ ] Formula (type) { 1 Whole Milk R
Supplements: [ ] Fluodde [ 1 Vitamins [ ] Lron [ ] Solids )
SENSORY ASSESSMENT  Vision: Within normal limits? [ 1 Yes [ ] No, Refer R
. Hearing/Speech: Within normal limits? [ ] Yes = [ ] No, Refer .
DEVELOPMENTAL ASSESSMENT Age appropriate? { ] Yes [ 1] No i

Cruises, may take a few steps alone, plays social games, peek-a-boo,. precise pincer grasp, drinks from a cup. i
(If suspicious, do specific objective testing)’ Assessment Tool (name) :

PHYSICAL EXAM COMMENTS, ASSESSMENT & PLAN
Are the following normal?
Yes No ,
Skin
Head -
Eyes
ENT .
Teeth
Nodes
Heart
Lungs
Abdomen
Ext. Gen
Extremities
Spine/Neuro
. High | Low
Lead Screen: Vesbal : :
o S Rk Follow-up needed? " - [ ] Yes [ ] No
Yes | No i

Lab Lead S Qe n IMMUNIZATION ASSESSMENT
Tobercalin Test Did this child receive all immunizations due today? [ ] Ys [ ] No

, Is there a current immunization record in the medical chart? [ J Ys [ 1 No
ANTICIPATORY GUIDANCE | REFERRALS
[ ] Injury prevention [ ] Talk to & name objects [ 1CRS
[ ] Good parenting practices [ ] Dental hygiene ' [ 1 wiC
[ 1 Nutrition [ ] Sieep practices [ ] Spedialty
[ ) Discipline, praise [ ] Other [ ] Other
Next scheduled visit . Clinician Name Clinician Signature
Was this claim coded as an EPSDT Visit (HCFA-1500)? ] Yes 3 o
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Larly and Periodic Screening Diagnosis and Treatment

JUN. 1L.cdl 40 ZpHmM

TRACKING FORM

15 MONTHS
TO BE FILLED IN BY OFFICE STAFF:
Last Name First Name AHCCCS ID D.O.B. Age (Months)
Date of Examination Bt. (in) Percentile Wt.(bs) Percentile Head Circ. (cm) | Health Plan Name
TO BE FILLED IN BY PROVIDER
HISTORY INITIAL/INTERVAL T
Comments :
; P
NUTRITIONAL ASSESSMENT [ ] Breast Feeding [ ] WholeMilk [ ] Cup [ ] Bottle [ ] Table Foods R
. Supplements: [ ] Fluaride { ] Vitamins [ ] kon
SENSORY ASSESSMENT Vision: Within normal limits? (] Yes [ ] No, Refer
Hearing/Speech: Within normal limits? [ ] Yes [ 1 No, Refer
DEVELOPMENTAL ASSESSMENT Age appropriate? {1 Yes {1 No
Three to six words, points to one or more body parts, understands sitnple commands, walks well, climbs stairs, faads self
with fingers, listens to a story. (If suspicious, do specific objective testing) Assessment Tool (name)

COMMENTS, ASSESSMENT & PLAN

Are the following normal?

Yes No
Skin
HEENT
Teeth
Nodes
Heart
Lungs
Abdomen
Ext Gen.
Extremities
Spine/Neuro
Tuberculin Test Follow-up needed? [ ] Ys [ ] No
High} Low

) Did this child receive all immunizations due today? Ys [ ] No
Lead Screen: Verbal Risk Is there a current immunization record in the medical chart? {] Ys [ ] No
ANTICIPATORY GUIDANCE l REFERRALS
[ ] Injury prevention [ ] Disdpline/limits % } gl?slﬂ] (Baby bottle twoth decay)
[ ] Good parenting practices [ ] Sleep practices [ 1wic
[1 Tarftmms [ ] Nutition [ ] Specialty
[ ] Eating [ ] Other [ ] Othe
Next scheduled visit Clinician Name Clinician Signature
Was this claim coded as an EPSDT Visit (HCFA-1500)? [ 1 Yes [ 1 No
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DN, LY. awul 4:earfl _ MO, 943 F.l

Early and Periodic Screening Diagnosis and Treatment
TRACKING FORM

18 MONTHS

TO BE FILLED IN BY OFFICE STAFF:

Last Name First Name ARCCOS D D.G.B. Age Months)
» Date of Examination | Ht (n) Percentile Wt.(bs) Percemtile Head Circ, (cm) | Health Plan Name
TO BE FILLED IN BY PROVIDER'
HISTORY INITIAL/INTERVAL : ‘ T !
Comments : ° {’
NUTRITIONAL ASSESSMENT [ ] Breast Feeding [ ] Whole Milk [ ] Cup { 1 Table Foods R :
. Supplements: [ ] Fluoride { ] Vitamins [ 1 Iron
SENSORY ASSESSMENT  Vision: Within normal Umits? [ ] Yes [ ] Nag, Refer
Hearing/Speech: Within normal limits? [ ] Yes [ ] No, Refer
DEVELOPMENTAL ASSESSMENT Age appropriate? [ 1 Yes I} No

15 to 20 words, some two word phrases, runs stiffly, walks backwards, throws a ball, uses spoon and cup.
(X suspicious, do specific objective testing) Assessment Tool (name)

PHYSICAL £XAM COMMENTS, ASSESSMENT & PLAN
Are the following normal?
Yes No
Skin
HEENT
Teeth
Nodes
Heart
Lungs
Abdomen
Ext. Gen.
. Extremities ' ) . i
) |
Spine/Neuro I
Tuberculin Test Follow-ixp needed?
High| Low -
- Did this child receive all immmizations due today? [1 Ys [ ] No
Lea.d Screen: Verbal Risk Is there 2 current immunization record in the medical chart? {1 Ys [ 1 No
ANTICIPATORY GUIDANCE
[ ] Injury prevention [ } sibling interaction E } gi';m
[ ) Discipline/limits [ ] Mealtimes [ ]WIC
{ ] Good parenting practices [ ] Toilet training [ ] Specalty
[ 1 Sleep practices N { 1 Read to child [ ] Other
Next scheduled visit Clinician Name Clinician Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)? [ ] Yes [ 1 No




JUN.LL.cuwl  4iZepm . . T NO.34S P.11

Early and Periodic Screening Diagnosis and Treatment
TRACKING FORM

24 MONTHS

TO BE FILLED IN BY OFFICE STAFF:

last Name First Name AHCCCS ID D.O.B. Age (Months)
Date of Examination | Ht. (in) Pexcentile _ Wt.(lbs) Percentile Head Circ. {cm) [ Health Plan Name
TO BE FILLED IN BY PROVIDER
HISTORY INTTIAL/INTERVAL T
Comments - P
NUTRITIONAL ASSESSMENT [ ] Adequate [ ] Inadequate [ ] Refemred ' R
SENSORY ASSESSMENT Vision: Within normal limits? [ ] Yes [ 1 No, Refer

Hearing: Within narmal limits? [ ] Yes [ ] No, Refer

Speech: Within normal limits? [ ] Yes [ ] No, Refar
DEVELOPMENTAL ASSESSMENT Age appropriate? { ] Yes [ ] No

At least 20 words, kick a ball, can foliow two-step commands, uses two-word phrases stacks five or six blocks
(If suspicious, do specific objective testing) Assessment Tool (name)

PHYSICAL EXAM COMMENTS, ASSESSMENT & PLAN

Are the following normal?
Yes No

LAB/SCREENING

Tuberculin Test
High | Low ,
*| Follow-up needed? [ ] Ys [] No
Lead Screen; Verbal Risk Yo N (MMUNIZATION ASSESSMENT
2 Did this child receive all immunizations due today? []1Ys [ ] No
Lab Lead Screen (required) Is there 3 current immunization record in the medical chart? [ ] Ys [ ] No
{ 1 Changes in appetite { ] Injury prevention E % ggtal
] Brushing teeth ' . [ ] Nutrition [ 1 WI
] Read to child [ ] Sleep practices [ ]Seaal
] Tailet training [ 1 Child care providexs [] Opth - ty
Next scheduled visit ' Clinician Name Clinician Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)7 [ ] Yes [ 1 No




ST s 2 % 4:27EM . ML 24T F.12

tarly and Periodic Screening Diagnosis and Treatment
TRACKING FORM

3 YEARS

TO BE FILLED IN BY OFFICE STAFE.

Last Name First Name AHCCCS ID ’ D.0.B. Age (Years)
Date of Examination | B (1) Percendle We.abs) Percentile BE Health Flan Name
TO BE FILLED IN BY PROVIDER
HISTORY INTTIAL/INTERVAL . . ' T
Comments 4 .
NUTRITIONAL ASSESSMENT | ] Adeguate [ 1 Inadequate [ ] Referzed
SENSORY ASSESSMENT Vision: Within normal limits? [ 1 Yes [ 1 No, Refer R

. Hearing: Within normal limits? [ 1 Yes [ 1 No, Reter

Speech: Within normal limits? [ ] Yes [ ] No, Refer

DEVELOPMENTAL ASSESSMENT Age appropriate? [ ] Yes [ ] No

Jumps in place, balances on one foot, rides a tricycle, knows cwn name, age, sex, copies a drcle and a cross.

(If suspicious, do spedific objective testing) Assessment Tool (name) ,
BEHAVIORAL HEALTH ASSESSMENT  Referral indicated? [ 1 Yes [ ] No
Tool used: (Pediatric Symptom Checklist, parental interview, observation, etc.)

COMMENTS, ASSESSMENT & PLAN

Are the following normal?
Yes No

Skin .

HEENT

Teeth

Nades

Heart

Lungs

Abdomen

Ext Gen.

Extremities

Spine/Neuro

Tuberculin Test ' Follow-up needed? ' : []Ys [] No
High( Low _

Leag Seeen: Vestal Rk 1 e s current smanunizanon s oo skl a2 | ] Yes ] No

. : { ] Dental

{ ] Guon msenting practces [ ] Naiton” - [ ] cag o e

[ 1 Toilet training [ ] Sexual curiosity [ ] wiC

[ ] Discipline E } g:t;fralty

Next scheduled visit Cliniclan Name Clinician Sigmture.

Was this claim coded as an EPSDT Visit (HCFA-1500)? [ ] Yes [ ] No




AUN. 11,299l 4:27PM ' MG. 243 P.13

Early and Periodic Screening Diagnosis and Treatment
TRACKING FORM

4 YEARS

;" [ TO BE FILLED IN BY OFFICE STAFF.

last Name First Name AHCCCS ID D.O.B, Age (Years)
Date of Examination | Ht. (in) Percentile Wt.(lbs) Percentile B.R. Health Plan Name
TO BE FILLED IN BY PROVIDER » :
HISTORY" INITIAL/INTERVAL ' T
Comments )
. . P

NUTRITIONAL ASSESSMENT [ ] Adequate [ ] Inadeguate [ 1 Referred
SENSORY SCREEN Vision: Within normal limits? [ ] Ye [ 1 No, Refer R

'Hearing: Within normal limits? [ 1 Yes [ ] No, Refer ‘

, Speech: Within normal limits? [ ] Yes [ 1 No, Refer

DEVELOPMENTAL ASSESSMENT Age appropriate? [ 1 Yes [ ] No

Can sing a song, draws a person with three parts, gives first and last name.
(If suspicious, do specific objective testing) Assessment Tool (name)
BEHAVIORAL HEALTH ASSESSMENT - Referral indicated? [ 1 Yes [ 1 No
Tool used: (Pediatric Symptom Checklist, parental interview, observation, etc.)

PHYSICAL EXAM COMMENTS, ASSESSMENT & PLAN
Are the following normal? , i .

Yes No

Skin '

~, | HEENT

e Teeth
Nodes
Heart
Lungs
Abdomen
Ext. Gen,
Extremities
Spine/Neuro
Tuberculin Test Follow-up needed? ' [ JYs [ ] No
] ivonzanon assssment S SR
. Did this child receive all immunizations due today? T1 Ys [ ] No
Lead Screen: Verbal Risk Is there a current immunization record in the medical chart? [} Ys [ ] No
. [ ] Dental )
{ ] Injury prevention { 1 Nutrition i % Behavioral Heal
[ 1 Good parenting practices { ] Discipline [[Jcrs
[ ] Toilet training [ ) Dental care [ ] WIC
[ ] Sexua! curiosity [ ] Preschool {1 g’m‘dﬂw
er

Next scheduled visit Qlinidan Name Qlinidan Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)? [ ] Yes [ 1 No




o JuNL11.2val 4:28PM NO.S43  P.14

Early and Periodic Screening Diagnosis and Treatment
_ TRACKING FORM

5 YEARS

.TO BE FILLED IN BY OFFICE STAFF:

Last Name First Name AHCCCS D .D.C.B. Age (Years) o
Date of Examination | Ht. (in) Percentile Wt.(Ibs) Percentile B.P. Health Plan Name -
TO BE FILLED IN BY PROVIDER - ‘
HISTORY INITIAL/INTERVAL T
Comments ‘ )

~ P
NUTRITIONAL ASSESSMENT [ ] Adeguate { ] Inadequate [ 1 Referred
SENSORY SCREEN Vision: Within normal limits? [ 1 Yes [ ] No, Refer R

' Hearing: Within normal limits? 1 1 Yes [ ] No, Refer .
. Speech: Within normal limits? [ ] Yes [ ] No, Refer

DEVELOPMENTAL ASSESSMENT Age appropriate? [ ] Yes [ ] No

Dresses without help, knows own address, cai: count on fingers, recognizes most letters of alphabet, prints some letters.
(If suspicious, do specific objective testing) Assessment Tool (name)

BEHAVIORAL HEALTH ASSESSMENT  Referral indicated? [ ] Yes [ 1 No
Too] used: (Pediatric Symptor Checklist, parental interview, cbservation, etc.)

Are the following normal? .

Yes No

Skin

HEENT

Teeth

Nodes

Heart

Lungs

Abdomen

Extremities

Spine/Neuro -
Tuberculin Test

Urinalysis (Required) Follow-up needed? . ' [) Ys []
H.igh Low IMMUNIZAI!ON ASSESSMENT

‘ _ Did this child receive all immunizations due today? [ ] Ys [] No
Lead Screen: Verbal Risk Is there a current immunization record in the medical chart? [ ] Yes [ ] No

ANTICIPATORY GUIDANCE REFERRALS
[ ] Dental care ] Dental

] Injury prevention [ [ 1
[ 1 Good parenting practices [ ] School readiness [] gﬁg"“’m Health
[ ] Nuttition { ] Disciptine | B % )
[ ] Street safety { ] Household chores { ] Spedalty
[ ] Should know full name, address, and phone number { 1 Other
Next scheduled visit Clinician Name ' Cliniclan Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)7 [ ] Yes {1 No




IUN. LL.cowl 4o NO. 943 P.1g,

Early and Periodic Screening Diagnosis and Treatment
TRACKING FORM

6 YEARS

TO BE FILLED IN BY OFFICE STAFF:

Last Name First Name AHCCCSID - D.Q.B. . - | Age (Years)

Date of Examination | Ht. (in) Percentile Wt.(tbs) Percentile B.P Health Plan Name

TO BE FILLED IN BY PROVIDER

HISTORY INTTIAL/INTERVAL T

Comments .

NUTRITIONAL ASSESSMENT [ ] Adeguate [ 1 Inadequate [ ] Referred

SENSORY SCREEN Vision: Within normal limits? [ 1 Yes [ ] No, Refer R
Hearing: Within normal limits? [ ] Yes- I 1 No, Refer *
Speech: Within normal limits? [ 1 Yes [ 1 No, Refer

DEVELOPMENTAL ASSESSMENT Age appropriate? [ ] Yes [ ] Ne

{If suspicious, do specific objective testing) Assessment Tool (name)
BERAVIORAL HEALTH ASSESSMENT  Referral indicated? [ ] Yes [ 1 No
Tool used: (Pediatric Symptom Checklist, parental interview, cbservation, etc.)

Are the following normal?
Yes No

Skin
HEENT
Teeth
Nodes
Heart |
Lungs
Abdomen
_Ext. Gen.
Extremities
Spine/Neuro

'n:bemulin Test -

High| Low || | Follow-up needed? ' []Yes [] No
Lead Screen: Verbal Risk - IMMUNIZATION ASSESSMENT

Did this child receive all immunizations due taday? {1 Yes [ ] No
Is there a current immunization record in the medical chart? [ ] Ys [] No

ANTICIPATORY GUIDANCE REFERRALS

Dental
Behavioral Health
CRS

Specialty
Other

[ ] Goad health hah-its [ ] Safety
E ] Social interactions [ } Dental Care
[

] Good parenting practices {
] Bicycle helmet

Py ey p— P
S et Bl s S

Next scheduled visit . Clinician Name Clinician Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)? { ] Yes [ ] No




U L Lo Gl @G ol NO, 3549 P.16

Early and Periodic Screening Diagnosis and Treatment
TRACKING FORM

8 YEARS

TO BE FILLED IN BY OFFICE STAFF:

Last Name First Name AHCCCS ID D.O.B. -Age (Years)
Date of Examination | Ht. (in) Percentile Wt.(lbs) Percentile B.P Health Plan Name
TO BE FILLED IN BY PROVIDER ‘”—'""'—
FISTORY INITIAL/INTERVAL T
Comments
_ _ : P

NUTRITIONAL ASSESSMENT [ ] Adequate [ 1 Inadequate - [ 1 Referred
SENSORY SCREEN Vision: Within normal limits? [ ] Yes [ 1 No, Refer R

i Hearing: Within normal limits? [ 1 Yes [ ] No, Refer —_—

Speech: Within normal limits? [ ] Yes [ 1 No, Refer

DEVELOPMENTAL ASSESSMENT Age appropriate? - ['] Yes [ ] No
(If suspicious, do specific objective testing) Assessment Tool (name)
BEHAVIORAL HEALTH ASSESSMENT  Referral indicated? [ ] Yes { ] Neo

Tool used: (Pediatric Symptom Checklist, parental interview, observation, etc.)

COMMENTS, ASSESSMENT & PLAN

PHYSICAL EXAM

Are the following normal?
Yes No

Skin

HEENT

Teeth

Nodes

Heart

Abdomen

Ext.Gen.‘

Extremities

Spine/Neura

Follow-up needed? [ ] No

[ 1 Yes
LAB/SCREENING

‘ Did this child receive all immunizations due today? {
Tuberculin Test Is there a current immunization record in the medical chart? [ ] Yes

j ANTICIPATORY GUIDANCE | REFERRALS

T

25

s oggs
i

S

=2

' h Dental
[ ] Gocd health habjts ang self-care [ ] Dental care (1]
[ ] Family and soclal interactions [ ] Communication { ]]| %vioral Health
[ ] Good parenting practices [ ] Peer relations [ ] Special
[ ] Regular physical activity [ ] Nutition - [ e ty
Next scheduled visit Cliniclan Name Clinidan Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)?

[ ] Yes

[ 1 No




JUIN, L. CL 41 29PM . NC. 343 P.17

Early and Periodic Screening Diagnosis and Treatment
TRACKING FORM

10 YEARS

TO BE FILLED IN BY OFFICE STAFF:
Last Name - First Name AHCCCS ID : D.OB. Age (Years)

Date of Examinadon | Ht. (in) "1 Parcentile Wt.(lbs) Percentile B.P. Hezith Plan Name

TO BE FILLED IN BY PROVIDER

HISTORY INTTIAL/INTERVAL ' T
Comments
. P
NUTRITIONAL ASSESSMENT [ ) Adeguate [ ] Inadequate [ 1 Referred
SENSORY SCREEN Vision: Within normal limits? [ ] Yes [ ] No, Refer R
Hearing: Within normal limits? [ ] Yes [ ] No, Refer .
Speech: Within normal limits? [ 1 Yes [ } No, Refer
DEVELOPMENTAL ASSESSMENT Age appropriate? [ ] Yes [ 1 No

(If suspicious, do specific objective testing) Assessment Tool (name)
BEHAVIORAL HEALTH ASSESSMENT  Referral indicated? [ ] Yes { 1 No
Tool used: (Pediatric Symptom Checklist, parental interview, observation, etc.)

Are the following normal? ; ‘ :

Yes No

Skin

HEENT
Teeth

Nodes

Heart

Longs -
Abdomen
Ext. Gen.
Extremities
Spine/Neuro

B LAB/SCREENING

Tuberculin Test Follow-up needed? . ' [ ] Ys [ ] No
Urinalysis IMMUNIZATION ASSESSMENT

Hct./Hgb Did this child receive all immunizations due today? [ J Yes [ ] No
g - .| Is there a current immunization record in the medical chart? [ ] Ys [ ] No

ANTICIPATORY GUIDANCE | REFERRALS

[ ] Good health habits and self-care [ ] Dental

[ 1 Social interactions : [ ] Behavicral Health
E 1 Good parenting practices , : E 1 CRS.
[ [

1 Educational activities ] Spedalty
} Sexuality education ] Oth

"Next scheduled visit ' ) Qlinician Name Clinician Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)? [ ] Yes [ ] No




G e b L. L “ e S MO . 943 F.12

Early and Periodic Screening Diagnosis and Treatment
TRACKING FORM

12 YEARS

TO BE FH.LED IN BY OFFICE STAFF:

Last Name First Name AHCCCS ID D.0O.B. Age (Years)
Date of Examination | Ht. (in) Percentile Wt.(lbs) Percentile B.P. Health Plax; Name
TO BE FILLED IN BY PROVIDER o o o r
HISTORY INTTIAL/INTERVAL T
Comments
. P
NUTRITIONAL ASSESSMENT [ ] Adequate { ] Inadequate [ ] Referred ‘
SENSORY SCREEN Vision: Within normal limits? [ ] Yes [ ] No, Refer R
Hearing: Within normal limits? [ 1 Yes I ] No, Refer ’
-Speech: Within normal Jimits? [ 1 Yes [ 1 No, Refer -
DEVELOPMENTAL ASSESSMENT Age appropriate? [ 1 VYes [ 1 No

(If suspicious, do specific abjective testing) Assessment Tool (name)
BEHAVIORAL HEALTH ASSESSMENT  Referral indicated? [ J Yes [ ] No
Tool used: (Pedjatric Symptom Checklist, parental interview, observation, etc.)

COMMENTS, ASSESSMENT & PLAN
Are the following normal? ' .

Yes No

Skin

HEENT

Teeth

Nodes

Heart

Lungs
Abdomen

Ext, Gen.
Extremities

. Spine (scoliosis)
Neuro

2’ Sexual Dev.
Other

Follow-up needed? ' []Ys [ ] No

Tuberculin Test

Utinal Did this adolescent receive all immunizations due today? {] Ys [ ] No
ysis Is there a current immunization record in the medical chart? "[1 Ys [ ] No

ANTICIPATORY GUIDANCE | REFERRALS

Dental
{ ] Good hesalth habits and self-care [ ] Dental Care E } Behavioral Health
{ }Sodial interactions [ ] Sex education CRS
[ ]Good parenting practices [ 1 Academic activities Specialty
[ ] Behavioral changes of early adolescence : ‘gtfe

— e~y
St st st Lgnd

Next scheduled visit Qlinician Name Clinician Signatuze

Was this claim coded as an EPSDT Visit (HCFA-1500)? [ ] Yes [} No




R e e L b S ATy ] . NO.949 P-19

Early and Periodic Screening Diagnosis and Treatment
TRACKING FORM

14 YEARS

TO BE FILLED IN BY OFFICE STAFF:

Last Name First Name AHCCCS ID D.O.B, . : Age (Years)
Date of Examination | Ht. (in) Percentile Wt.(Ibs) Percentile B.P Health Plan Name
TO BE FILLED IN BY PROVIDER .
HISTORY INTTIAL/INTERVAL A T
Comments Menarche: LMP:; : Current Meds:

. o : : P
NUTRITIONAL ASSESSMENT [ 1 Adequate [ 1 Inadequate { 1 Referred o
SENSORY SCREEN Vision: Within normal limits? [ 1 Yes [ ] No, Refer R

Hearing: Within normal limits? [ ] Yes [ ] No, Refer
Speech: Within normal limits? [ ] Yes [ ] No, Refer
DEVELOPMENTAL ASSESSMENT Age appropriate? [ 1 Yes [ 1] No

(If suspicious, do specific objective testing) Assessment Toal (name)
BEHAVIORAL HEALTH ASSESSMENT  Referral indicated? . [ ] Yes {1 No
Tool used: (Pediatric Symptom Checklist, parental interview, observation, etc.)

Are the following normal?
Yes No

Skin

HEENT

Teeth

Nodes

Heart

Lungs
Abdomen

Ext. Gen.
Extremities
Spine (scoliosis) <
Neuro - E
2 Sexual Dev.
Other

[J
AD

Tuberculin Test
Hct./Hgb,
Urinalysis (recommended)

Follow-up needed? ' . ‘ [ ] Ys [ ] No

Did this adolescent receive all immunizations due today? [ ] Ys [ ] No
Is there a current immunization record in the medical chart? [) Yes [ ] No

[ ] Good health habits and self-care [ 1 Dental Care % } nehmom Health
[ ] Good parenting practices { ] Nutrition 11 cCes
[ ] Counseling about sexual activity [ ] Educational activities {1 Spﬂdﬂty
[ 1 Sodal interactions f } Pregnancy prevention E %
. Next scheduled visit Qliniclan Name Clinidan Signature

Was this claim coded as an EPSDT Visit (HCEA-1500)? 1] Yes [ ] No




Uit L LGl 41 34 NO, 949 P.2B

Early and Periodic Screening Diagnosis and Treatment
TRACKING FORM

16 YEARS

TO BE FILLED IN BY OFFICE STAFF:

Last Name First Name AHCCCS ID D.0O.B. Age (Years)
Date of Examination | Ht. (in) futmﬁle Wt.(Ibs) Percentile BP Health Plan Name
TO BE FILLED IN BY PROVIDER
HISTORY INI’I'IAL/IN’I’ERVAL T
Comments enaxch LMP:_. Current Meds: -
' P
NUTRITIONAL ASSESSMB&T - [ ] Adequate [ ] Inadequate [*] Referred
SENSORY SCREEN Vision: Within normal limits? [ 1 Yes [ 1 No, Refer R
Hearing: Within normal limits? [ 1 Yes [ ] No, Refer -
Speech: Within normal limits? [ 1 Yes [ ] No, Refer
DEVELOPMENTAL ASSESSMENT Age appropriate? [ 1 Yes [ 1 No
(If suspicious, do specific objective testing) Assessment Tool (name)
BEHAVIORAL HEALTH ASSESSMENT  Referral indicated? [ 1 Yes [ 1 No

Tool used: (Pediatric Symptom Checklist, parental interview, observation, etc.)

COMMENTS, ASSESSMENT & PLAN

PHYSICAL EXAM

Are the following normal?
" Yes No

Skin

HEENT

Teeth

Nodes

Heart

Lungs
Abdomen

Ext. Gen.
Extremities
Spine (scoliosis)
Neuro o
2° Sexual Dev.
Other ‘
Tuberculin Test
Het./Hgb.
Urinalysis

Follow-up needed? [ ]'Yes [ ] No

Did this adolescent receive all immuntzations due today? []1Ys [] No

Is there a current immunization record in the medical chart? [ ] Ys [ ] No

ANTICIPATORY GUIDANCE | REFERRALS

‘Dental -
[ ] Good health habits and self-care [ '] Dental Care { i B::avioml Health
[ ] Good parenting practices [ ] Educational activities 11 ces .
[ ) Counseling about sexual activity [ ] Social interactions [ 1 Specialty
[ ] Pregnancy prevention [ ] Smoking, alcohol, drugs E } ‘gfa
Next scheduled visit . Clinidian N’une Clinician Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)?

[ ] Yes

[ 1 No




JUN. LL YL 4 JLM U, D40 F.cL

reatment

C Diagnosis and
TRACKING FORM

18 YEARS

TO BE FILLED IN BY OFFICE STAFF:
Last Name First Name AHCCCSID D.O.B. Age (Years)
Date of Examination Ht, (in) Wt.(lbs) B.P. Health Plan Name
TO BE FILLED IN BY PROVIDER ——
HISTORY INITIAL/INTERVAL T
Comments Menarche: LMP: Birth Control: :
NUTRITIONAL ASSESSMENT [ ] Adequate { ] Inadequate [ 1 Referred ?
SENSORY SCREEN Vision: Within normal limits? [ ] Yes [ ] No, Refer R
Hearing: Within normal limits? [ 1 Yes [ 1 No, Refer ‘
Speech: Within normal limits? [ ] Yes [ ] No, Refer
uE‘v’E'LGF‘M’ENi‘AL ASSESSMENT Age appropriate? { ] Yes {] No
(If suspicious, do specific objective testing) Assessment Tool {name)
BEHAVIORAL HEALTH ASSESSMENT  Referral indicated? [ ] Yes [ ] No
Tool used: (Pediatric Symptom Checklist, parental interview, cbservation, etc.)

PHYSICAL EXAM

Are the following normal?
Yes No

COMMENTS, ASSESSMENT & PLAN

Skin

HEENT

Teeth

Nodes

Heart

Lungs
Abdomen

Ext. Gen.
Extremities
Spine (scoliosis)

[ ] Yes

Follnw-upneeded? [ ] No
IMMUNIZATION ASSESbMtNT
Immunizations current? [ ] Ys [ ] No
[ ] Dental
[ ] Dental Care [ ] Educational activities [ 1 Behavioral Health
[1] Plans for the future [ ] Good health habits [ ]Crs ,
[ ] Social interactions - [ ] Smoking, alcohol, drugs E % Spedaltly
i {o}
[ ] Pregnancy prevention {1 Coxmseling about sexual activity i1 Permcnatal gm [ ] Other
Next scheduled visit ClinidanNm Cliniclan Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)?

[ 1 Yes

[ ] Ne




et e - e e oan MNO.943 P.22

Early and Periodic Screening Diagnosis and Treatment
TRACKING FORM

20 + UP TO 21 YEARS

"™." | TO BE FILLED IN BY OFFICE STAFF:

last Name First Name AHCCCS ID D.O.3. Age (Years)
Date of Examination | Ht. {in) Wt.(lbs) B.P. Health Plan h}ame
TO BE FILLED IN BY PROVIDER » .
" HISTORY INITIAL/INTERVAL T
Comments Birth Control: Menarche: LMP;
’ P
NUTRITIONAL ASSESSMENT [ ] Adequate [ ] Inadequate [ ] Referred
SENSORY SCREEN Vision: Within normal limits? {1 Yes [ ] No, Refer R
Hearing: Within normal limits? [ ] Yes [ 1 No, Refer |
Speech: Within normal limits? [ ] Yes [ 1 No, Refer
DEVELOPMENTAL ASSESSMENT Age appropriate? [ 1 Yes [ ] No

(If suspicious, da. specific objective testing) Assessment Toal (name) :
BEHAVIORAL HEALTH ASSESSMENT  Referral indicated? = [ ] Yes [ 1 No
Toal used: (Pediatric Symptom Checklist, parental interview, observation, etc.)

.| Are the following normal? _

Yes No

Skin
HEENT
Teeth.
Nades
Heart
Lungs
Abdomen
Ext. Gen,
Extremities
Spine (scoliosis)
Neuro

Pelvic & Pap Smear
Pregnancy Test

Tuberculin Test Follow-up needed? [ ] Ys. [ ] No
Het./Hgb. IMMUNIZATION ASSESSMENT
Urinalysis Immunizations current? [1Ys [ ] No
ANTICIPATORY GUIDANCE | REFERRALS
. ; [ ] Dentaal ’ ’

[ ] Dental Care { ]Educational activities { ] Behavioral Health
[ ]1Good health habits and self-care [ ] Physical activity { ] crs .
[ 1Secdal interactions [ ]S5meking, alcohol, drugs E } SGpedalt]);

. A . ynecoiogy
[ ] Pregnancy prevention [ ] Counseling about sexual activity [ 1 Dol Core [ ] Other
Next scheduled visit Clinician Name ' Clinician Signature

Was this claim coded as an EPSDT Visit (HCFA-1500)? {1 Yes { ] No




